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Introduction 
Chairman Gross, Vice Chair Barhorst, Ranking Member Baker, and distinguished 
members of the Ohio House Medicaid Committee: thank you for the opportunity to 
provide testimony in support of H.B. 795. 

I am Michael Vallee, CEO of Your Choice Health Care Group. We operate home health 
and home medical equipment companies across southeast and south central Ohio. I 
also serve on the board of the Ohio Council for Home Care and Hospice, Ohio’s 
statewide association representing home health, hospice, and personal care providers. I 
offer this testimony not as a political advocate, but as a professional who participates in 
the Medicaid ecosystem daily – and who has witnessed firsthand the corrosive effect 
that unchecked fraud has on program integrity, on the patients we serve, and on the 
healthcare providers who deliver legitimate care. 

H.B. 795 represents a measured, evidence-based policy response to documented fraud 
of a scale that demands legislative action. I strongly urge this Committee’s support. 

The Problem Is Documented and Large-Scale 
The evidentiary record supporting this bill is not theoretical. Ohio’s home health 
personal services program spent $2.5 billion between 2018 and 2024, making it the 
single largest outpatient Medicaid expenditure category in the state.¹ Independent 
investigative journalism and the Ohio State Auditor’s office have together documented 
patterns that cannot be explained by anything other than large-scale fraud: 

• 288 companies operating from just 7 buildings billed $250 million combined. One 
address alone accounted for 94 companies and $66 million in billings.² 

• Monthly billing spikes from near-zero to $500,000 or more, with no plausible 
legitimate business explanation, were documented across multiple entities.³ 

• In 2022, 38% of all Ohio home health spending was concentrated in a single 
county, with over 15% occurring within one four-square-mile area.⁴ 

• A 2024 State Auditor report found 44% of personal services claims in 2022 had 
no electronic verification – representing approximately $1.1 billion in unsupported 
claims.⁵ 

As a healthcare provider, I want this Committee to understand the downstream effect of 
this fraud. Every dollar that flows to fictitious services is a dollar unavailable for 
legitimate patient care. It distorts the market for providers who operate with integrity, 
and it erodes public confidence in a program that serves Ohio’s most vulnerable 
residents. 
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EVV/GPS Is the Central Fix – and Must Be Codified in Statute 
The central mechanism of H.B. 795 – mandatory GPS-based Electronic Visit 
Verification (EVV) – is not a novel intervention. Ohio already had this requirement in 
place. It was made optional in July 2024, and GPS is now present in only 53% of EVV 
records. Perhaps most telling: 34% of all EVV entries currently involve manual 
adjustments – yet as I will address in detail below, the current system cannot distinguish 
between legitimate administrative corrections and edits that may indicate fraud. That 
data quality failure is itself a symptom of a system operating without adequate 
verification discipline, and it must be fixed alongside the GPS restoration. 

H.B. 795 restores and codifies mandatory GPS verification as a condition of payment. 
From a clinical and administrative standpoint, this is straightforward: if a service was 
delivered, it can be verified. Legitimate providers – including those I work alongside – 
have no operational objection to verifying that a visit occurred. The compliance burden 
falls exclusively on those who cannot prove delivery because delivery did not happen. 

I want to acknowledge that a national campaign has framed mandatory GPS as a 
privacy and civil rights concern.⁶ That framing deserves a serious answer. The bill’s 
framework is explicit: privacy protections apply to recipients’ personal information, with 
all data encrypted, access-controlled, audit-logged, and prohibited from use outside the 
Medicaid program. The right being asserted by opponents is not a right to privacy – it is 
an asserted right to receive public funds without verification. That is not a right this 
legislature is obligated to protect. 

That said, I want to acknowledge three narrow recipient circumstances where the 
standard GPS verification framework warrants a tailored accommodation – and to be 
clear about the appropriate remedy for each. 

First, a recipient who faces a documented safety risk – for example, a survivor of 
domestic violence with a protective order against an abusive former spouse – may have 
a legitimate concern that GPS location data, even if encrypted and access-controlled, 
could create a pathway to locating them. This concern is real and should be taken 
seriously. The appropriate remedy is not a blanket exemption from verification, but a 
formal ODJFS-administered accommodation process: a recipient with documented 
safety concerns should be able to apply for an alternative verification method, such as 
telephony-based check-in using a landline or fixed-device verification, that confirms 
service delivery without recording a precise GPS coordinate. This preserves the 
integrity of the verification requirement while protecting a genuinely vulnerable 
population. 

Second, rural areas with limited or no cellular connectivity present a practical 
implementation challenge, not a policy objection. Federal CMS guidance explicitly 
acknowledges that states have discretion to determine which EVV systems work best 
for their geography, including frontier and rural areas. Ohio should define permissible 
alternative verification methods – telephony, fixed-device kiosk, or other CMS-compliant 
approaches – for areas where GPS-enabled mobile verification is technically infeasible. 
The verification requirement stands; the technology used to satisfy it is appropriately 
flexible.⁸ 
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Third, live-in caregivers – those who permanently reside in the same home as the 
recipient – present a circumstance where GPS location verification is structurally 
insufficient regardless of whether it is required. Because both caregiver and recipient 
share an address, location data cannot meaningfully verify whether a discrete service 
episode occurred. The more effective remedy for this population is not a GPS carve-out 
but a shift to per-diem reimbursement rather than unit-based billing. Ohio’s existing 
T1020 code already applies a per-diem structure in analogous contexts. Applying a 
well-defined daily rate to live-in arrangements eliminates the incentive to inflate 15-
minute T1019 units – which is the actual fraud mechanism – rather than simply 
removing a verification layer that was never well-suited to this scenario in the first place. 
I urge the Committee to consider directing ODJFS to develop a per-diem rate 
methodology for live-in personal care arrangements as part of the bill’s implementation 
framework. I note that the substitute bill already requires ODJFS to establish oversight 
mechanisms for family caregivers under HCBS waiver components and permits the 
Department to require high-risk family caregivers to provide services through a waiver 
agency rather than as independent providers – a complementary provision that moves 
in the right direction and upon which a per-diem reimbursement structure would build 
effectively.⁹ 

Administrative Discretion Has Already Been Used to Weaken These 
Requirements 
A critical lesson from the record is that administrative discretion has been a 
vulnerability, not a safeguard. GPS verification was already required – and then quietly 
made optional at the administrative level. Provider pay rates were increased by $3.4 
billion annually without corresponding oversight upgrades. Until now, Medicaid fraud 
has been capped as a third-degree felony, less serious than comparable theft offenses 
– H.B. 795 corrects this with a tiered penalty structure reaching a first-degree felony 
with mandatory prison terms for amounts over $150,000. Separately, while the 
substitute bill grants subpoena authority to the Auditor of State, the Attorney General’s 
Medicaid fraud unit still lacks that authority – a gap that warrants the General 
Assembly’s continued attention. 

H.B. 795 responds by enshrining verification requirements, fraud referral obligations, 
and annual reporting to the General Assembly directly in statute. As a provider, I find 
this structural approach sound. It creates a stable, predictable compliance environment. 
Legitimate providers do not benefit from regulatory ambiguity – we benefit from clear, 
consistently enforced rules that establish a level playing field. 

Ohio’s Medicaid program faces a significant and growing projected shortfall over the 
next several years, with Medicaid already consuming nearly half of the state’s general 
revenue fund. Fraud at the documented scale directly threatens program sustainability 
for the Ohioans who depend on it. 

The substitute bill takes an important additional step by establishing a Medicaid 
Program Integrity Fund, directing that monies recovered through fraud restitution, civil 
settlements, and forfeitures be reinvested into fraud enforcement, analytics, and 
program integrity operations rather than returning to the general revenue fund. This 
structural change creates a self-sustaining enforcement mechanism and removes the 
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perverse dynamic in which fraud recovery competes with other budget priorities for 
resources. It is a sound policy design that deserves this Committee’s support. 

Fixing EVV’s Known Data Problems Is Essential to Accurate Fraud Detection 
Restoring mandatory GPS verification is necessary – but not sufficient on its own. For 
EVV data to serve as a reliable fraud detection tool, Ohio must also address well-
documented structural flaws in how manual changes to EVV records are currently 
coded and reported. As a provider operating within this system daily, I can attest that 
these flaws are real, consequential, and correctable. 

Under the current Sandata EVV system, any manual modification to a visit record – 
regardless of reason – is recorded under a single change code: Code 99. This creates a 
fundamental data quality problem. Code 99 is applied equally to legitimate 
administrative corrections and to modifications that may indicate fraud, making it 
impossible for auditors and investigators to distinguish between the two without 
conducting a full manual review of every flagged record. 

Two categories of entirely legitimate corrections are currently indistinguishable from 
suspicious edits under this coding structure: 

• Managed care plan changes: When a Medicaid recipient switches from one 
managed care plan to another – for example, from CareSource to Buckeye – the 
provider must update the payer information in the EVV system. This 
administrative update is recorded as a manual change under Code 99, even 
though it reflects no change to the underlying visit data and carries no fraud 
implications whatsoever. 

• Downward billing adjustments: When a provider bills for fewer hours than the 
EVV clock-in and clock-out times record – that is, when a provider voluntarily bills 
less than the maximum allowable – that correction is also recorded as Code 99. 
This is the opposite of fraud; it represents a provider billing conservatively or 
correcting for a clock-out error. Under the current system, it is flagged identically 
to an upward manipulation. 

The consequence is that Ohio’s EVV data systematically overstates the apparent 
frequency of suspicious manual edits, while simultaneously obscuring the edits that 
actually warrant scrutiny. Investigators must expend resources reviewing legitimate 
corrections that should never have required review, while the signal-to-noise ratio for 
genuine fraud detection is degraded. 

The remedy is straightforward: Sandata and ODJFS should implement a structured set 
of change reason codes that distinguish between administrative corrections (payer 
changes, downward billing adjustments, clock-out errors corrected by the provider) and 
substantive record modifications that alter visit times or locations in ways consistent with 
fraudulent billing. This granularity already exists in other state EVV implementations and 
represents a best-practice standard Ohio should adopt. 

I urge this Committee to include in H.B. 795, or in accompanying implementation 
guidance, a directive requiring ODJFS to develop and publish a comprehensive EVV 
change reason code taxonomy – one that isolates legitimate administrative edits from 
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modifications requiring fraud review. Without this fix, even a fully restored mandatory 
GPS system will produce data that is difficult to act on. With it, Ohio will have the 
precise, reliable evidentiary record needed to identify fraudulent providers efficiently and 
prosecute them successfully. 

I want to acknowledge that the substitute bill moves in the right direction on data 
transparency by requiring ODJFS to maintain a public quarterly EVV performance 
dashboard tracking utilization rates, matching accuracy, manual entry rates, and 
unmatched claims. This is a meaningful structural improvement. The change reason 
code taxonomy I recommend would make that dashboard's data significantly more 
actionable by ensuring that what is being measured accurately reflects genuine fraud 
risk rather than a mix of legitimate corrections and suspicious edits. 

Provider Vetting Alone Cannot Stop This Fraud – Payment-Level 
Verification Is Essential 
Some may argue that strengthening provider credentialing and enrollment standards is 
the appropriate remedy. I support robust vetting, and this testimony should not be read 
as opposition to enrollment reforms. The substitute bill makes meaningful progress 
here: it requires in-person site inspections before enrollment as a home- and 
community-based services provider, prohibits enrollment where a single address 
already houses two or more HCBS providers, triggers automatic investigation for billing 
spikes in a provider’s first 60 days, and reduces provider agreement terms from five 
years to three. These are substantive improvements that directly address the address-
clustering and instant-billing patterns documented in the fraud record. But the 
documented record also makes clear that vetting alone is not sufficient. The fraud at 
issue has repeatedly penetrated the credentialing process, not merely evaded it. 

The investigative record includes individuals convicted of Medicaid fraud whose family 
members were enrolled to operate billing companies, accountants who lost their 
licenses for stealing public funds and then opened multi-million-dollar home health 
operations, and providers registered to teenagers or fictitious persons with incorporation 
paperwork filed through unrelated third parties. In one documented case, a provider’s 
nursing license explicitly prohibited home health work – and the provider was billing 
$100,000 a month regardless.¹⁰ 

These are not edge cases that a more rigorous background check would have caught. 
They represent a pattern of deliberate evasion by actors who understand the enrollment 
system and exploit its limits. No credentialing reform can uniformly prevent determined, 
sophisticated actors from entering the program. What it cannot prevent at enrollment, 
H.B. 795 addresses at the point of payment. 

By making verified GPS timestamps and location-consistent breadcrumb data a 
condition of payment, H.B. 795 creates a floor of accountability that cannot be 
circumvented through falsified paperwork or third-party nominees. Fraudulent billing 
patterns – instant large client rosters, extreme billing volatility, visits that GPS data 
would show never occurred – become immediately detectable and actionable. As a 
provider, I view this as the appropriate complement to enrollment reform, not a 
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substitute for it: vetting determines who enters the program; verified billing data 
determines what gets paid. 

The substitute bill’s whistleblower employment protections deserve specific recognition 
in this context. By prohibiting retaliation against employees who report Medicaid fraud in 
good faith and granting them the right to sue for reinstatement and back pay, the bill 
creates an internal detection mechanism that complements external verification. 
Employees within provider organizations are often the first to observe fraudulent billing 
practices. Protecting them from retaliation is not only sound policy – it is a force 
multiplier for fraud detection that costs the state nothing to implement. 

Conclusion 
H.B. 795 is a carefully structured, evidence-grounded response to a documented failure 
of oversight. It does not impose new burdens on providers operating in good faith. It 
restores verification mechanisms that were already in place, codifies them against 
future administrative erosion, and creates the evidentiary infrastructure necessary to 
detect, document, and prosecute fraud. 

I urge this Committee to report H.B. 795 favorably. Ohio’s Medicaid program serves 
patients who depend on it. The healthcare providers who serve those patients deserve 
a system with integrity. This bill is a substantive step toward restoring that integrity. 

Thank you. 

Respectfully submitted, 
Michael Vallee 
Chief Executive Officer 
Your Choice Health Care Group 
1480 Jackson Pike 
Gallipolis, Ohio 45631 
(740) 441-1393 
mvallee@yourchoicehealthcare.net 

¹ T1019 (personal care services) is the most-billed Medicaid procedure code in Ohio, accounting for $2.58 billion in 
payments from 2018–2024 – more than any other outpatient service category. Source: MedicaidSpending.org, Ohio 
State Profile (accessed June 2, 2026), medicaidspending.org/state/OH. The HHS Office of Inspector General 
independently identifies personal care services as the highest fraud-risk category in all of Medicaid, citing the difficulty 
of verifying services delivered in private homes. Source: openmedicaid.org/procedures/T1019. 
² Luke Rosiak, “Inside Ohio’s Home Health Empire: 7 Buildings, 288 Medicaid Companies, $250 Million,” The Daily 
Wire, May 5, 2026. Corroborated by: Letter from Chairman James Comer, House Committee on Oversight and 
Government Reform, to Ohio Department of Medicaid, May 12, 2026, oversight.house.gov/wp-
content/uploads/2026/05/Ltr-to-Ohio-Dept-of-Medicaid.pdf. 
³ Luke Rosiak, “Medicaid Millions” series, The Daily Wire, May 4–13, 2026. Sudden billing spikes from near-zero to 
hundreds of thousands per month – with instant client rosters – are documented across multiple entities as part of the 
series’ data analysis of DOGE-released Medicaid billing records. 
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⁴ Ohio Auditor of State Keith Faber, testimony to the Ohio General Assembly, June 2, 2026, citing findings from the 
2025 Single Audit. Franklin County accounted for 38% of statewide home health spending despite representing 
approximately 11.5% of the state’s population; approximately 40% of Franklin County’s home health spending flowed 
into two ZIP codes (43229 and 43231) within four miles of each other. See also: Ohio Auditor of State, 2025 Annual 
Report, ohioauditor.gov. 
⁵ Ohio Auditor of State, “Electronic Visit Verification: Audit in the Public Interest,” November 2024. The audit 
examined all paid personal care and home health claims for calendar year 2022 and found that EVV was utilized for 
only 44% of covered claims, leaving approximately $1.1 billion in paid claims with no matching electronic verification. 
Full report: ohioauditor.gov/news/pressreleases/Details/7494. 
⁷ No state EVV framework has yet formally codified a GPS accommodation process specific to domestic violence 
survivors. However, Ohio’s existing Address Confidentiality Program (Ohio Rev. Code § 111.42) already provides a 
legal substitute address for survivors of domestic violence, stalking, and sexual assault in government records. 
Extending analogous protection to EVV location data through an ODJFS-administered accommodation process 
would be consistent with that existing framework and with the broader principle of tailoring verification to documented 
safety circumstances without creating a blanket exemption. This is a recommended best practice, not an established 
standard. 
⁸ Federal CMS guidance on EVV explicitly confirms that no blanket rural or frontier exception exists, but that states 
have discretion to determine which EVV systems work best for their geography, including areas with limited cellular 
networks. Source: CMS, Electronic Visit Verification Frequently Asked Questions, May 2018, medicaid.gov/federal-
policy-guidance/downloads/faq051618.pdf. Multiple states, including Colorado and Illinois, have implemented 
telephony-based EVV as a CMS-compliant alternative for caregivers without smartphone access. Source: Colorado 
Dept. of Health Care Policy and Financing, EVV Program Manual, hcpf.colorado.gov/electronic-visit-verification-
program-manual; Illinois IDHS EVV Program Manual, dhs.state.il.us. 
⁹ Live-in caregiver EVV exemptions are recognized in multiple state frameworks and in federal CMS guidance. 
Washington State exempts individual providers who live with their client from EVV requirements. Source: DSHS 
Washington, EVV Program, dshs.wa.gov. Colorado, California, Illinois, and Michigan maintain formal live-in caregiver 
exemption processes requiring documentation of shared residency. Ohio’s own Administrative Code (Rule 5160-32-
01, effective July 1, 2024) already permits an EVV exemption when the direct care worker is a resident of the same 
household as the individual receiving services. The per-diem reimbursement recommendation builds on this existing 
framework by addressing the underlying fraud mechanism – unit inflation – rather than simply removing a verification 
requirement. T1020, the per-diem analog to T1019, provides existing Medicaid precedent for daily-rate personal care 
billing. 
¹⁰ The specific examples in this paragraph are drawn from the Daily Wire “Medicaid Millions” series (Luke Rosiak, 
Parts 1–4, May 4–13, 2026), which analyzed DOGE-released Medicaid billing data. Two independent sources 
corroborate the broader pattern of excluded and criminally convicted individuals successfully entering the Ohio 
Medicaid provider network: (1) Ohio Attorney General Dave Yost’s indictments (September 2025) documented 
providers with prior felony convictions – including convictions for involuntary manslaughter and felonious assault – 
who were barred from the program yet continued billing. Source: Ohio AG Press Release, September 16, 2025, 
wkyc.com/article/news/crime/ohio-medicaid-attorney-general-dave-yost-indictments. (2) A federal case prosecuted by 
the U.S. Attorney for the Southern District of Ohio (April 2025) involved a provider who concealed ownership of a 
home health company due to a prior felony conviction and billed over $8.5 million to Medicaid, Medicare, and VA 
programs before being sentenced to 48 months. Source: IRS Criminal Investigation Press Release, April 3, 2025, 
irs.gov/node/144921. 
⁶ The campaign referenced is “Stop EVV,” a national grassroots organization led by individuals with disabilities and 
personal care service providers that opposes the use of GPS tracking and biometrics in EVV systems, framing 
mandatory location verification as a civil rights violation. See stopevv.wordpress.com. The campaign’s influence 
reached Congress: a federal bill co-sponsored by Rep. Diana DeGette (D-CO) proposed to prohibit geolocation 
tracking in EVV systems entirely, and a draft “Cures 2.0” legislative proposal included a similar ban, prompting the 
National Association of Medicaid Directors to formally request its removal. 
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